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Abstract: Oxaliplatin (OXA) is a platinum compound primarily used in the treatment of gastroin-
testinal cancer. OXA-induced peripheral neurotoxicity (OXAIPN) is the major non-hematological
dose-limiting toxicity of OXA-based chemotherapy and includes acute transient neurotoxic effects
that appear soon after OXA infusion, and chronic non-length dependent sensory neuronopathy sym-
metrically affecting both upper and lower limbs in a stocking-and-glove distribution. No effective
strategy has been established to reverse or treat OXAIPN. Thus, it is necessary to early predict the
occurrence of OXAIPN during treatment and possibly modify the OXA-based regimen in patients at
high risk as an early diagnosis and intervention may slow down neuropathy progression. However,
identifying which patients are more likely to develop OXAIPN is clinically challenging. Several
objective and measurable early biomarkers for OXAIPN prediction have been described in recent
years, becoming useful for informing clinical decisions about treatment. The purpose of this review
is to critically review data on currently available or promising predictors of OXAIPN. Neurological
monitoring, according to predictive factors for increased risk of OXAIPN, would allow clinicians
to personalize treatment, by monitoring at-risk patients more closely and guide clinicians towards
better counseling of patients about neurotoxicity effects of OXA.
Keywords: neurotoxicity; oxaliplatin; chemotherapy-induced peripheral neuropathy; biomarker;
genomics; neuropathy; FOLFOX; FOLFIRINOX; XELOX; gastrointestinal cancer
1. Introduction
Oxaliplatin (OXA) is widely used for the treatment of gastrointestinal cancers includ-
ing colorectal (CRC), gastric, and pancreatic cancer, both in the adjuvant and metastatic set-
ting [1,2]. OXA-induced peripheral neurotoxicity (OXAIPN) is the major non-hematological
cause for dose-reduction as also discontinuation of OXA-based chemotherapy and it is
manifested with two clinically distinct forms. The acute, neuromyotonia-like syndrome, as
a result of hyperexcited sensory and motor nerves, appears soon after OXA, is transient
and usually completely reversible within hours or days [3]. Patients may also develop
chronic sensory symmetrical symptoms, including tingling, numbness and pain in a ‘stock-
ing/glove’ distribution developing during treatment, while up to 20% of patients can be
severely affected to develop sensory ataxia and increased susceptibility to falls [4–6]. Five
years after finishing chemotherapy, 25–30% of patients suffer from clinically significant
chronic OXAIPN [3,7], without modification in this rate over 3–8 years [8–11]. Persistent
OXAIPN is associated with psychological distress, depression and impaired quality of life
in long-term gastrointestinal cancer survivors [8].
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Given the lack of effective symptomatic or preventive treatment strategies against
both acute and chronic OXAIPN [9], in daily practice, neurological symptoms referred by
patients are usually taken into account to adapt OXA dosing in order to prevent severe
neuropathy (Figure 1). Treating physician will indicate dose adjustment of OXA admin-
istering significantly less cumulative than planned doses of anti-cancer treatment what
may compromise patient survival [10], therefore becoming a critical decision balancing the
maximization of therapeutic benefit and the minimization of this significant OXA toxic-
ity. Importantly, the observed worsening of OXAIPN weeks after cessation of treatment
complicates clinical decisions regarding the duration and total dose of OXA in individual
patients based on symptoms of sensory neuropathy alone.
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2. Clinical Factors Associated with OXAIPN
2.1. Pre-Treatment Factors
A variety of pretreatment patient- or environmental-related risks have been described
in the literature with conflicting results (Table 1). Methodological issues, such as the
relatively small size, the retrospective design and the lack of statistical approach with multi-
variate regression analysis in many of them, likely underly limitations in the generalization
of available results. To date, no demographic factors or preexisting comorbidities including
age, diabetes mellitus or preexisting neuropathy have been consistently identified across
multiple studies helpful in the prediction of the development, severity or duration of
OXAIPN [18] that should be considered for upfront screening in a priori patients’ risk
classification.
Table 1. Factors investigated that are or not associated with the incidence and severity of oxaliplatin
induced peripheral neurotoxicity.
Variable at Baseline Associated Not Associated
Age [12] * [14,15,19] * [13,16] [20,21] [22,23] *
Gender [24] [12,15,22] * [20,23,25]
BSA (Body Surface Area) [12] * [13] [23,26]
BMI (Body Mass Index) [27,28] [12,14,19,29] *
Body Weight [12] * [19] * [26]
Concurrent treatments [12,30] * [31] [32]
Creatinine (renal disfunction) [33] [12,19] * [34–36]
Diabetes Mellitus [28,37] [38] # [12,15] * [38] & [27,39]
GGT [19] *
Hemoglobin [14,15,19] * [22] * [27]
Histopathology [19] *
Level of Albumin [14,15,19] *
Magnesium [15,40] * [27] [14] *
Preexisting Neuropathy [41,42] [12] *
Race [22] *
Season (winter) [13,43] [12,19,44] *
Stage of the disease [19,23] * [12,19] *
Schedule of chemotherapy [45,46] [23] * [19,44] *
Vitamin D [19] *
* Studies including multivariate analysis. # Shorter time to develop OXAIPN & No differences in the incidence of
OXAIPN.
2.2. Acute Neurotoxicity: The Main Clinical Predictor of OXAIPN
Shortly after every OXA infusion, many patients can experience cold-triggered painful
paresthesia or neuromyotonia syndrome related with a transient axonal hyperexcitability
of the peripheral nerve secondary to oxalate, generated after OXA biotransformation into
its active form [3]. These acute symptoms are experienced by most of patients (90%) at
some point of time during treatment [18,20,22], being usually reversible within hours or
days and typically is triggered or exacerbated by cold [18,21,23,47] (Table 2). Similar to
persistent OXAIPN, no factors beyond dose or infusion time seem related with the risk of
developing acute OXAIPN [10,21,23–28].
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Table 2. Acute symptoms or signs of OXA induced neurotoxicity.












Acute neurotoxicity is a well-established risk factor for developing chronic OXAIPN at
the end of chemotherapy. Clinically, several studies show that the onset and severity of acute
OXAIPN is associated with the occurrence of persistent neurotoxicity [4,10,20,24,29,30]. At-
tal et al. showed that the duration of cold-evoked pain and intensity of neuropathic
symptoms experienced during the first three cycles predicted the extent of chronic pain
experienced one year later. Cold-evoked symptoms lasting four days or more after 3rd
OXA cycle predicted chronic OXAIPN (OR: 22; 95% CI: 1.54–314.74; p = 0.02) in a com-
prehensive comparative prospective study including 28 cancer patients receiving OXA,
mostly CRC [20]. Our group identified that the burden of acute symptoms measured when
patients have completed half of the planned OXA-based treatment (mid-treatment) was
independently associated with nearly double risk (OR 1.9; CI 95% 1.2 to 3.2; p = 0.012) of
developing severe chronic OXAIPN in a prospective multicenter study including 200 CRC
patients [4,24]. In this line, presence of any acute neuropathy during cycles 1–3 was asso-
ciated with persistent OXAIPN (HR: 3.65 (CI 95%; 1.40–9.56) p = 0.008) in a retrospective
analysis of 50 CRC receiving FOLFOX schedule [12].
Early onset of acute OXAIPN seems particularly predictive of long-term neurotoxicity.
Pachman et al. identified that patients who experienced severe acute OXAIPN within
6 days after first OXA infusion experienced more severe neuropathy in the remaining
cycles and increased incidence of chronic OXAIPN (p < 0.001) [48]. Particularly, hyperacute
neuropathy on the first day of the first OXA cycle was found to be a hallmark of risk
of OXAIPN. Up to one third (27.7%) of patients developed hyperacute neuropathy in a
retrospective study including 47 CRC patients receiving OXA-based chemotherapy. Of
13 patients who experienced hyperacute neuropathy, 12 (92.3%) eventually developed
persistent OXAIPN. Multivariate analysis including the total dose of OXA and the presence
of hyperacute neuropathy demonstrated that these two variables independently predicted
OXAIPN [49]. The role of a such early clinical symptoms as further predictors require
further validation in a in large multicenter study.
Diverse strategies have been employed for assessing acute OXA neurotoxicity. The
Common Terminology Criteria for Adverse Events from the National Cancer Institute
(NCI.CTC) [10,44,50], the oxaliplatin-specific neurotoxicity scale [51], or a score based on
recording the frequency of symptoms with an OXA-Neuropathy Questionnaire (yes/no
response format) [17,52,53], are among the most common systems for recording their
presence in the daily practice. The severity of acute neurotoxicity syndrome has been
defined according the burden of symptoms [54], or according to a visual analogical scale
0 (no problem) to 10 (major problem) numerical rating scale for any of the four acute
neuropathy symptoms [48,55,56]. More sophisticated techniques to objectively assess acute
syndrome are described below in detail.
Importantly, gastrointestinal cancer patients receiving OXA must be specifically in-
terviewed about the presence of typical and atypical neuropathic symptoms, either these
are transient or persistent. For example, recognition of acute atypical forms of OXAIPN re-
quires a prolonged OXA infusion rate from 2 to 4 or 6 h in order to reduce risk of persistent
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OXAIPN [3,57]. The implementation of a simple standardized assessment tool to monitor
acute neurotoxicity in daily clinical practice should be considered due to large amount
of evidence supporting the predictive role of these early manifestations in predicting
persistent OXAIPN.
3. Neurophysiological and Device-Dependent Predictors
3.1. Nerve Conduction Studies (NCS) and Electromyography
Several longitudinal studies, including NCS during OXA therapy, have showed a sig-
nificant progressive decrease in sensory nerve action potentials (SNAPs) and preservation
of motor action compound (CMAPs), in keeping with the presence of an axonal sensory
neuropathy, and consistent with the clinical symptoms and signs worsening during the
treatment [17,41,58–64]. NCS are capable of objectively assessing the extent of peripheral
nerve damage and may also facilitate the identification of patients that manifest subclin-
ical peripheral neuropathy prior to the onset of clinically significant neurotoxicity. One
cross-sectional study including 17 patients that had received a median of seven [8,45,65–68]
treatment cycles and 850 mg/m2 at the time of testing, disclosed that almost half of patients
had evidence of sensory neuropathy. After sensory examination, reductions in upper
and lower limb SNAPs of patients were the most sensitive early markers of neuropathy
observed in 40% [69]. In this line, in one prospective study including 60 gastrointestinal
cancer patients, sural nerve velocity and SNAP revealed a significant decrease after 50%
and 100% of the planned dose, respectively [60].
NCS have also shown being useful in early predicting the neurological outcome at
OXA completion. Early changes in the NCS results obtained during treatment were able
to predict the development of severe OXAIPN in several prospective studies. A large
multicenter study, including 200 CRC patients under treatment with FOLFOX-4, 6, and
XELOX, identified at mid-treatment compared to baseline values a >30 % decrease in radial
and dorsal sural SNAPs, while these abnormalities yielded a sensitivity and specificity
of 96.3% and 79.1%, respectively, with positive and negative predictive values of 53%
and 98.9%, for predicting severe OXAIPN at treatment completion. In the multivariate
analysis, the three factors obtained at mid-treatment to independently and significantly
be associated with an increased risk of severe neuropathy were: (1) having shown more
symptoms of acute neurotoxicity (2) having a drop in the amplitude of the SNAP of the
dorsal sural and radial nerves greater than 30%. The combination of these three factors
allowed the patient with a high negative predictive value close to 99% to be classified a
priori, so that in those patients with optimal NCS in the middle of treatment and who
have not developed many symptoms of acute neuropathy, we could ensure with a high
probability that he/she will not develop severe OXAIPN [17]. The predictiveness of dorsal
sural nerve in risk stratification for OXAIPN was further evaluated in a secondary analysis
of 100 CRC patients. An algorithm based on the dorsal sural nerve recordings showed
that mid-treatment NCS could assign each patient to a ‘neurophysiological risk class’ for
OXAIPN at the end of treatment [70]. In this line, reductions of the SNAPs of >11.5% in
the median nerve between baseline and four cycles of OXA (odds ratio = 5.603, p = 0.031)
and of >22.5% in the sural nerve between four and eight cycles of chemotherapy (odds
ratio = 5.603, p = 0.031) were independently associated with the risk of developing severe
OXAIPN [63]. However, very recently, negative results were obtained in another study
evaluating the role of the sural nerve after administering 25% or 50% of the planned OXA
dose in predicting the occurrence of clinically significant OXAIPN in 55 CRC patients [59].
The assessment of sural nerve instead dorsal sural (Figure 2), and the size of the study could
underlie these negative findings. Long-term longitudinal neurophysiological assessments
of OXA-treated patients have revealed a significant recovery of the SNAPs in sensory
nerves in some studies [58,63,71] but not in other studies [59,61]. The length of follow-up
observation may explain these differences. Unfortunately, to date, the correlation between
SNAPs impairment and degree of neurotoxicity recovery remains unknown. In summary,
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growing evidence supports that NCS in distal sensory nerve segments offers clinicians a
practical means of identifying patients more prone to severe chronic OXAIPN.
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Muscle sampling with needle electromyography (nEMG) can show repetitive myoky ic
discharges and neuromyotonic runs within 1–4 days after the first OXA administration [72–74].
However, the invasive nature of nEMG hampers its feasibility as screening tool to mon-
itor gastr intestinal cancer patients undergoing OXA. Very recently, a simple painless
obj ctive tool to detect nerve hyp rexcitabilit acute syndrome by a surface lectromyog-
raphy (sEMG) has been tested in a small study including CRC patients after the second
(n = 14) a fourth (n = 8) OXA infusions revealing that sEMG is more sens tive (82%) than
neurological xamination (55%) to detect objective signs of acute neurotoxicity [55]. As
such sEMG might be a promising test to evaluate acute oxaliplatin-induced motor nerve
hyperexcitability nd warrants to be further investigated in future st dies.
3.2. Quantitative Sensory Tests (QST)
Quantitative sensory testing (QST) examines subjective sensory function by measuring
the abnormal detection and pain thresholds to several sensory modalities. The usefulness
of these non-invasive psychophysical measurements in the clinic setting for detecting
subclinical neurologic changes early on to identify patients that will experience OXAIPN
has been largely explored [12,20,20,42,51,53,54,56,75–82].
Vibration sensation testing can be performed by a computer controlled vibrometer
or, more easily, with a tuning fork placed on a bony prominence, such as the hallux
or malleollus. In both, the subject reports when they can no longer detect vibration.
Impairment of the vibration detection threshold (VDT) is generally seen over the treatment
course [13,20,58,61] in correlation with the progressive loss of large myelinated fibers.
However, conflicting results regarding the predictive role of early changes in VDT are
seen in the literature. Whereas VDT in 30 patients with gastrointestinal malignancies
receiving OXA evaluated at baseline and during infusion cycles 1, 2, 4, and 6, showed
no clear relationship with OXAIPN development [80], two studies including 17 [69] and
60 patients [60] showed being the earliest marker of neuropathy, present at low cumulative
doses of OXA. Significant change in VDT were present after the 25% of the planed dose,
being the earliest among other measures [60]. Very recently, Kroigard et al. identified
VDT measure obtained before treatment correlated as a predictor of clinically significant
OXAIPN six months post-treatment. However, sensitivity of a baseline VDT < 5 (maximum
8) for the prediction of clinically significant neuropathy six months after treatment was
modest (76.0% (95% CI 54.9% to 90.6%)) and specificity was low (53.3% (95% CI 34.3% to
71.7%)) [59].
Mechanical detection thresholds (MDT) measures have also shown significant de-
terioration with increasing OXA doses in some studies [42,60] but not in others [20,82].
Touch threshold changes became statistically significant in the fingertips at middle and
8 chemotherapy doses [42] whereas these findings only occurred after treatment completion
in Kroigard’s study [60]. Very recently, electronic von Frey anaesthesiometer, which evalu-
ates hyperalgesia based upon mechanical pain thresholds (MDTs), was tested prospectively
in 46 CRC patients treated with OXA, and showed a decrease of 40 g in the MDT of both
hands and feet as cut-off for diagnosing grade 2 or 3 OXAIPN with a total accuracy of
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84.2% and 81.6% in hands and feet, respectively [78]. Besides diagnostic utility, the role
MDT changes for predicting OXAIPN requires further research.
Thermal detection thresholds have been particularly investigated due to the cold-
induced nature of early acute OXAIPN [79]. Attal et al. was able to detect sustained signs of
neurotoxicity at an early stage when the clinical manifestations appeared to revert between
OXA cycles in a comparative prospective study including 48, mainly CRC patients with
who were evaluated before OXA (n = 28) or cisplatin (n = 20) and after cycles 3, 6 and 9
and after completion. Enhanced pain in response to cold (20 ◦C stimulus on the hand)
predicted severe neuropathy (OR: 39; 95% CI: 1.8–817.8 p = 0.02) [20]. Early changes in
cold (CDT) and heat detection thresholds (HDT), as predictors of clinically significant
neuropathic pain six months after treatment, has been recently identified by Kroigard et al.
in a prospective study including 55 patients, 14 out of them with neuropathic pain. Reduced
CDT after 25% of the planned OXA dose and reduced HPT after 50% of the planned dose
measured at the dorsum of the right foot was correlated with neuropathic pain intensities.
Change of −0.05 ◦C in CDT had a sensitivity and specificity of 92.3% (95% CI 64.0% to
99.8%) 64.9% (95% CI 47.5% to 79.8%), respectively, in predicting neuropathic pain six
months after finishing OXAIPN. For change in HPT and the prediction of neuropathic pain,
−0.85 ◦C had a sensitivity of 64.3% (95% CI 35.1–87.2%) and a specificity of 70.0% (95%
CI 53.5–83.4%) [59]. Conversely, no association in cold and warm thresholds in 35 cancer
patients treated with OXA-based regimen and OXAIPN was identified [82].
The role of QST to early identify OXAIPN remains vaguely defined. Among limita-
tions, technically challenging methods of QST are not widely available, are time-consuming,
and need standardized assessment algorithms and normative data which are not univer-
sally defined [83,84]. Besides, QST requires patient’s collaboration because results are
based on a subjective response of the patient, compromising the objectivity desirable in a
biomarker, and make QST not applicable in a subset of patients with impaired cognition
and attention. Among QST parameters, VPT has the advantage of being quickly performed.
Additionally, the equipment required is very portable and requires only basic training to op-
erate. Accordingly, our and other authors experience [69] would favor VDT as the simplest
and best routine marker among QST for detecting early OXAIPN in the clinic setting.
Other devices to quantify tactile sensation (Bumps Detection test) [42,81] or small
fiber (Sudoscan) [85] have been investigated for early diagnosis of large or small fiber
impairments in subjects suspected of having OXAIPN, and for monitoring change over time,
with promising albeit very preliminary results. Baseline deficits in sensory functioning
measured using the Bumps Detection test were predictive of increasing numbness/tingling
during the first 26 weeks of OXA-based chemotherapy [81]. Very recently, a multicenter
study including 101 patients evaluated the usefulness of the CLIP test for early prediction
of the risk of progression ≥grade 2 neuropathy in patients receiving chemotherapy with
OXA. By testing the difficulty of patients in picking up and moving five gem clips one
by one two squares and assessing patients experience in performing the test, authors
identified that a positive result on the CLIP test (by asking patient to pick up and move
a gem clip and whether there was some wrongness in doing it) was associated with an
8.3-fold higher risk of progression to≥grade 2 OXAIPN. Noteworthy, a positive conversion
of the CLIP test occurred before the progression to ≥grade 2 OXAIPN in 14 of the 21 (67%)
patients [86]. The usefulness of this simple, cheap, and widely available assessment tool
should be further validated in larger, multicenter prospective comparative studies.
3.3. Axonal Excitability and Skin Biopsy
OXA produces acute changes in peripheral nerve excitability by modulating axonal
voltage-gated Na+ channel activity [74,87]. Nerve excitability studies evaluate axonal
excitability to provide information of the properties of the nerve membrane and of the ion
channels expressed on these axons [88]. Acute symptoms after OXA infusion correlate
with nerve excitability findings [56]. This method can assess acute OXA-induced abnor-
malities in sensory or motor nerve function [56], and its cold-triggered aggravation [89].
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Measurement of excitability parameters have been consistently shown to be a sensitive
early biomarker of ongoing OXAIPN, even preceding the reduction in the SNAP and
development of symptoms [76,90,91]. Patients who demonstrated changes in excitability in
early treatment, shortly after infusion, were subsequently more likely to develop moderate
to severe neurotoxicity. Park et al. reported that an increase in the superexcitability of
more than 15% prior to 5 of 12 chemotherapy cycles was able to identify 80% of patients
with moderate or severe chronic OXAIPN. Acute changes in axonal excitability parameters
that developed in early treatment cycles anticipated development of later neurotoxicity
in patients who completed seven or more treatment cycles. Patients who completed treat-
ment with moderate to severe neurotoxicity showed greater changes in early treatment
(cycles 1 or 2), particularly reductions in the associated hyperexcitability [76]. Despite OXA
causes acute excitability changes in both motor and sensory axons, progressive cumulative
changes were only found in sensory nerves, and motor nerve excitability studies did not
reveal early cumulative changes following treatment with OXA [69,76].
Nerve excitability testing provides a sodium channel dysfunction index and an objec-
tive biomarker of acute OXA neurotoxicity useful to improve prediction and risk stratifi-
cation for OXAIPN prior to the onset of chronic neuropathy [56]. However, their scarce
availability in most of centers, time-consuming nature and the lack of standardization for
the clinical testing [88], converts this technique in too complex for routine screening, and
not applicable in daily clinical practice for early detection of OXAIPN.
Skin biopsy is a minimally invasive method to evaluate neuropathy, especially small
fiber nerve damage. Five prospective studies have incorporated skin biopsy in assessing
ongoing OXAIPN. Contradictory results on the change over time of intraepidermal nerve
fiber (IEFN) are available [59,60,64,92,93]. No significant early reduction in IENF during
OXA treatment has been demonstrated; evidence which could be related with the fact
that loss of IENF, a marker of axonal degeneration, is usually a later event occurring in
peripheral nerves [60,84]. Besides, ongoing regeneration of small nerve fibers during OXA
could contribute to these discrepancies [59]. Therefore, skin biopsy should not be used for
predicting OXAIPN.
4. Pharmacogenomic Biomarkers
Genetic factors may contribute to a patient’s risk of experiencing OXAIPN. Over the
last years, the development of pharmacogenetics, used to characterize human genetic
variation, facilitated extensive efforts to understand the genetic basis of OXAIPN and to
identify a specific genetic profile that can identify patients who are more liable to severe
chronic neurotoxicity at the end of treatment. The majority of published studies assessed
individual OXAIPN susceptibilities on single nucleotide polymorphisms (SNPs), which
are mainly associated with gene variations in detoxification enzymes; DNA repair; drug
transport; metabolism; neuronal receptors and ion channels (Figure 3). Furthermore, other
genome wide analysis studies (GWAS) attempted to identify and validate SNPs mainly in
genes encoding proteins implicated to neuronal function [94,95].
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Some of these studies are of interest; tellingly, however, they have provided inconsis-
tent findings and failed, in principle, to be replicated by other ind pendent groups because
of significant methodological limitations, including small sample sizes; retrospective study
design; implementation of a post hoc analysis of oncology-based databases of different, not
pre-planned size; lack of a pre-study hypothesis based on the known role of the investigated
targets in the peripheral nervous system; inappropriate outcome measures for neurological
impairment and differences related to DNA origin, extraction and genotyping [96].
4.1. SNP Studies
4.1.1. Glutathione-S-Transferase P1 (GSTP1), Glutathione-S-Transferase T1 (GSTT1) and
Glutathione-S-Transferase M1 (GSTM1) Genotyping
Genetic variants for GSTP1 exon 5 (Ile105Val), GSTP1 exon 6 (Ala114Val), GSTM1
(homozygous deletion), and GSTT1 (homozygous deletion) were examined in a cohort of
64 OXA-treated CRC patients, among whom 15 had grade 3 chronic OXAIPN. Patients
homozygous for the GSTP1 105Ile allele more frequently encou tered grade 3 OXAIPN
compared to patients homozygous or heterozygous for the GSTP1 105Val allele (OR: 5.75;
95% CI: 1.08–30.74; p = 0.02). GSTM1, GSTT1, or GSTP1 exon 6 genotypes have not b en
associated with sev re chronic OXAIPN [97]. In another study e rolling 63 OXA-treated
(mFOLFOX6) metas atic CRC patients, it was shown that GSTP1–105 (p = 0.03) and GSTM1
(p = 0.02) were associated with increased incidence of severe chronic OXAIPN [98]. Anoth r
two studies d sclosed a significantly reduced risk of OXAIPN with the GSTP1 AA genotype
Ile/Ile) [99,100], while the same increased risk of OXAIPN manifestation was reporte
with the GG (Val/Val) gen typ [101,102]. Noteworthy, there are several reports with
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controversial results showing no association of GSTP1 Ile105Val with increased incidence
of OXAIPN [103–105].
4.1.2. ATP-Binding Cassette Transporter 2 (ABCG2) Genotyping
Custodio et al. performed genotyping in a cohort of 206 stage II-III OXA-treated CRC
patients and a validation set of another 181 patients. Significant associations emerged
for the CCNH rs2230641 C/C (OR: 5.03, 95% CI: 1.061–2.41, p = 0.042) and the ABCG2
rs3114018 A/A alleles (OR:2.67; 95% CI: 0.95–4.41; p = 0.059) with higher risk of grade 2–3
OXAIPN, while patients harboring the combination of these genotypes had significantly
increased risk of severe OXAIPN, compared to patients carrying the CCNH any T and
ABCG2 any C genotypes (37.73% vs. 19.42%; OR:2.46; 95% CI: 1.19–5.07; p = 0.014) [106].
However, replication of these results failed to achieve in a subsequent study enrolling
465 stage II or III CRC patients of Asian origin who were treated with the adjuvant-modified
FOLFOX6 regimen. In the latter setting, comparison of low grade (0/1) OXAIPN with
significant grade 2/3 OXAIPN did not showed any significant associations with any of the
12 examined SNP markers, including ABCG2 rs3114018 and CCNH rs2230641 [107]. In line
with these negative results concerning the relevance of ABCG2 SNPs with OXAIPN, are
the findings of a recently published study that tested germline DNA from 120 OXA-treated
CRC patients together with a validation cohort of 80 patients and found no significant
associations between ABCG2 (c.421 C > A/rs2231142) and increased incidence of OX-
AIPN [108].
4.1.3. Cyclin-H (CCNH) Genotyping
The association of CCNH rs2230641 C/C with an increased incidence of severe OX-
AIPN has been demonstrated in the Custodio et al.’s study (2014), which was mentioned
earlier [106]. Furthermore, the same effect of CCNH genotypes in acute OXAIPN was
demonstrated in another study enrolling 228 OXA-treated digestive tract cancer patients.
This study revealed that the CCNH-rs2230641 (AA vs. AG+GG; dominant model) and
CCNH-rs3093816 (AA vs. AG+GG; dominant model) were both found significant for
higher risk of more frequent and severe acute OXAIPN [109].
4.1.4. X-ray Repair Cross-Complementing Protein 1 (XRCC) Genotyping
Genetic variants of the XRCC1 G/G polymorphism, which results in an Arg399Gln
substitution has been tested for OXAIPN relevance in a study prospectively enrolling 292
Korean patients treated with FOLFOX for CRC and found that patients harboring XRCC1
23885GG experienced less grade 2–4 OXAIPN (adjusted OR:0.52, 95% CI: 0.27–0.99) [110].
Nonetheless, many other studies reported concordant evidence for lack of rele-
vance between XRCC1 SNPs and OXAIPN, including Arg399Gln substitution [106,111];
Arg194Trp [112]; Arg280His [106,112]; rs3213239 [112]; rs12611088 and rs3213255 [106].
Subsequently published studies further provided evidence in support of the absence of
any relevance of XRCC1 variants to OXAIPN features [105,107]. Tellingly, however, in the
Kanai et al. study (2016), the proportions of patients developing grade 2–3 OXAIPN was
quite higher compared to the Ruzzo et al.’s study (2014) (40.2% vs. 25.5).
4.1.5. Voltage-Gated Sodium Channels (SCNA) Genotyping
The SCN2A R19K polymorphism failed to be associated with liability to OXAIPN in a
study in which 62 advanced CRC patients were genotyped [113]. Similarly, no significant
association emerged between SCN9A variant rs6746030 and OXAIPN in a subsequent
study comprising 200 CRC patients [114], contrasting the results of a smaller study in
which SCN9A rs6746030 was protective of severe OXAIPN in a heterogeneous population
of 94 patients with various digestive tract cancers, and an increased incidence of coexisting
diabetes (24%) in patients with grade 3–4 OXAIPN [115]. Tellingly however, a subsequently
published study performed genotyping in 228 Indian OXA-treated digestive tract cancer
patients and found increased susceptibility to chronic OXAIPN with the rs6746030 poly-
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morphic variant of SCN9A (GA+AA vs. GG: OR: 1.8; 95% CI:1.04–3.4; p = 0.04; dominant
model), while the SCN10A polymorphic variant was associated with severity of chronic
OXAIPN (OR:2.0; 95% CI:1.2–3.3; p = 0.006) [11].
Finally, in the Argyriou et al. study (2013), it was disclosed a significant association
between the SCN4A variant rs2302237 and increased risk of any grade chronic OXAIPN
(OR:2.47; 95% CI: 1.04–5.85; p = 0.037) and more severe acute OXAIPN (OR: 2.50; 95%
CI:1.35–4.63; p = 0.0029) [114].
4.1.6. Voltage-Gated Potassium Channels (KCCN3) Genotyping
Basso et al. (2011) provided evidence for a significant association between 13–14 CAG
repeat allele of KCNN3 (SK3) gene and development of acute OXAIPN (OR with >15 re-
peats; 0.381, 85% CI: 0.247–0.590, p = 0.001) in a small cohort of 40 CRC patients [116].
Another study, enrolling 86 CRC patients, did not show a significant association between
chronic OXAIPN and KCNN3 repeat polymorphism [117]; concurring with the same nega-
tive results of a larger study studying 151 CRC patients and which provided evidence for
lack of significant association between variations of the KCNN3 repeat polymorphism and
development of either acute or chronic OXAIPN [113]. In any case, several mechanistic in-
sights in OXAIPN pathogenesis are not supportive for a significant and direct involvement
of K+channels in OXAIPN manifestation [118].
4.2. GWAS Studies
Won et al. (2012) performed GWAS in a discovery set of 96 and a validation cohort of
247 OXA-treated CRC patients of Asian origin in order to identify potential genetic markers
for severe OXAIPN. This study identified and validated nine SNPs in eight genes [119],
that failed to replicate in an independent validation in Caucasian patients [120]. The
different genetic background of patients in the original and replication GWAS might hold
the main response for conflicting results. No association was found with SNPs in ERCC1,
GSTP1, XRCC1 and SNCA1 [119]. Finally, a very recently published study, enrolling over
1000 patients treated with paclitaxel, paclitaxel plus carboplatin, or oxaliplatin reported
significant associations between rs56360211 near PDE6C (p = 7.92 × 10−8) and rs113807868
near TMEM150C (p = 1.27 × 10−8) with peripheral neurotoxicity. Tellingly, however, these
results emerged from a polled analysis of treated patients and genetic associations were
not tailored according to different chemotherapy compounds delivered [121].
There is increasing evidence pointing to the role of pharmacogenetics and pharma-
cogenomics in neurotoxicity susceptibility to OXA. Whereas pharmacogenetic results are
currently being used in clinical decision making to inform treatment regimen choice with
agents such as anthracycline [122] or fluoropyrimidine [123], larger-scale and validation
studies are needed to further identify susceptibility markers of OXAIPN and to develop
pharmacogenomics based-risk profiling to improve quality of life of gastrointestinal can-
cer patients.
5. Imaging Biomarkers
Data on imaging biomarkers in OXA-treated patients are still very limited, despite
the benefit of their non-invasive nature. Nerve size, estimated by cross-sectional area
(CSA), measured by nerve high-resolution ultrasound (HRUS), is an imaging modality
that allows a quantitative structural analysis of the nerves. Existing clinical data on the
application of HRUS in early assessment of OXAIPN are restricted to two small-sample-
size studies. In 2013, Briani et al. conducted a cross-sectional study exploring the use of
nerve HRUS in a cohort of 15 oxaliplatin-treated patients. The results showed an increased
in CSA at common entrapment sites in 9 out of 15 patients prior to clinical symptoms
and neurophysiological changes. At the end, 13 of the 15 patients developed a sensory
axonal neuropathy [124]. More recently, Pitarokoili et al. conducted a prospective study on
13 oxaliplatin treated patients confirming an increase in CSA at upper limb entrapment
sites and figuring out a CSA enlargement in tibial and fibular nerves. These findings also
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appeared either prior to or simultaneously with clinical and neurophysiology OXAIPN
detection. No correlation between nerve HRUS, clinical severity and neurophysiology
abnormalities was detected [125]. Moreover, a cross-sectional study of magnetic resonance
neurography (MRN) in OXAIPN reported a significant dorsal root ganglia (DRG) hypertro-
phy after evaluating 20 patients. This finding correlates with one of the major mechanisms
described for the initiation of neurotoxicity induced by this agent: the accumulation of
platinum-DNA adducts in DRG [3]. Further investigation is required to establish the role
of MRN as predictor of OXAIPN. Corneal confocal microscopy (CCM) is an ophthalmic
noninvasive imaging modality that provides information of small sensory fibers by direct
observation and scanning of corneal innervation with high resolution and magnification.
Two prospective studies in gastrointestinal cancer patients are available, with conflicting
results. Campagnolo M et al. demonstrated a reduction in the number and density of
the corneal fibers after chemotherapy completion in 15 oxaliplatin treated patients [126].
Conversely, another study using CCM in 13 patients with upper GI cancer, eight of them
who received 3 cycles of OXA containing regimes, identified a significant increase in corneal
nerve fibre length [127].
Besides neuroimaging, other imaging techniques have been explored as surrogate
biomarkers of early neurotoxicity. Preliminary evidences of the analysis body composition
by computed tomography (CT) in gastrointestinal cancer patients reveal the loss of lean
body muscle [128] or sarcopenic obesity [29] were independently associated with the
occurrence of OXAIPN, supporting its potential predicitive usefulness that deserves further
investigation. Other radiologic measures including spleen volumetric analysis in CT
scan [129] or muscle ultrasound [130] have been anecdotically explored in OXAIPN. To date,
further larger research in imaging techniques is needed to provide further in-depth objective
evidence in order to transfer them into daily clinical practice as predictive biomarkers
of OXAIPN.
6. Blood Biomarkers
Several whole blood biomarkers have been investigated as predictive tools in the
assessment of OXAIPN. Neurofilament light chain (NfL) is a neuron-specific cytoskeletal
protein expressed in large-myelinated axons [131] released in blood when nerve damage oc-
curs. Supported by a preclinical studies in vincristine-induced peripheral neuropathy [132],
Kim et al. conducted a prospective study including 43 patients treated with OXA and
measured serum NfLs during (at 3 months) and post-treatment (at 6 months). An increase
in NfL levels in both periods was observed, being higher at 6 months of OXA-treatment.
High serum NfL levels correlated with neuropathy severity, providing compelling evidence
of NfLs as a potential predictive marker of OXAIPN. Interestingly, after 4–6 months of
follow-up a meaningful reduction on NfL levels was observed, indicating that NfLs can
also discriminate recovery patients from OXAIPN [133]. Despite promising, the predictive
usefulness of NfL as a biomarker requires independent validation with further studies
with larger sample sizes that allow researchers to establish universal reference values in
order to maximize the correct interpretation of NfL in the management of OXAIPN [131].
Preclinical evidences showed a significant reduction in Nerve Growth Factor (NGF)
levels during OXA administration in rat [134], which was correlated with the onset of
peripheral neuropathy. Considering clinical studies, limited data is available. Velasco et al.
conducted a prospective observational study including 60 cancer patients, of which 35 were
OXA-treated with. The objective was to investigate the changes in circulating NGF levels
and IENF in the presence or absence of neuropathic pain [93]. This research was based
on the rationale that NGF receptor, TrKA, is located in the terminals of sensory neurons.
Thus, the interaction between NGF and its receptor activates intracellular pathways affect-
ing the sensitivity of nociceptors. The results of the study demonstrated an association
between increased NGF levels and patients developing painful chemotherapy-induced
peripheral neuropathy (CIPN), whereas NGF levels remained stable in patients with either
painless or absent CIPN. Additionally, NGF level increases correlated with the severity of
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neuropathic pain reported by patients. However, no association between NGF levels and
IENF was detected. Despite these promising results, previous studies did not report this
association, therefore the role of NGF as a biomarker for the severity of painful OXAIPN
remains unclear.
Other parameters routinely available from whole blood have been reported potentially
useful in predicting the development of OXAIPN (Table 1). Pretreatment low hemoglobin
level or anemia has been identified as a risk prognostic factor for OXAIPN in several studies.
Mizrahi et al. carried out a large cross-sectional study including 105 patients treated with
OXA. The results showed a correlation between reduced pretreatment levels of hemoglobin,
detected in 24.5% of the cohort, with a greater severity of neuropathy [14]. In addition,
previous studies on patients receiving OXA concluded similar results [15,19,22,27]. At
pathophysiological level, a plausible explanation relating low hemoglobin levels and
chronic neurotoxicity development is still unknown.
Among pretreatment metabolic and nutritional blood-based biomarkers, there are
conflicting results. Such as higher albumin level [14] as hypoalbuminemia [15,19] have
been associated with the risk of developing OXAIPN. Despite higher rates of neurotoxicity
were described in patients with low levels of magnesium, the lack of evidence in this
line [14] would support the known inefficacy of calcium-magnesium supplementation
during OXA treatment as a neuroprotective approach [9]. Very recently and for the first
time, higher serum gamma-glutamyl transferase (GGT) and a lower level of vitamin D have
been identified as independent predictors of grade 2–3 OXAIPN in the multivariate analysis
of a retrospective study including 186 gastrointestinal cancer patients [19]. Despite their
easy collection and measure, non-invasiveness and objective interpretation of the results
make blood tests perfect candidates to monitor neurotoxicity, more research is needed
to better understand the pathophysiologic mechanisms underlying its role as prognostic
biomarkers.
7. Conclusions
Early detection of OXAIPN is essential in the prevention of irreversible nerve damage
and should be prioritized when assessing and evaluating patients receiving OXA treatment
so that adequate adjustment in scheduled treatment plan can be made. Early clinical
and neurophysiological signs of OXAIPN can be observed after low doses of OXA. The
assessment of acute neurotoxicity symptoms in the routine clinical evaluation is a reliable
biomarker for predicting the occurrence and development of OXAIPN, and particularly,
the first cycles can be very informative. Regarding neurological examination, conflicting
evidence on the timing of the threshold impairments hamper their currently use to inform
clinicians in the prophylaxis of neuropathy. The development of a clinical standardized
prognostic neuropathy assessment tool in order to early detect neuropathy should be vali-
dated. Despite, currently not part of common oncology practice, neurological monitoring
with NCS may provide valuable reliable metric data in accurately disclosing and following
the course of OXAIPN over time, offering at the same time useful information for dose
reduction or discontinuation of the treatment before the progression to severe OXAIPN.
Additionally, screening methods incorporating pharmacogenetics, may help to predict
OXAIPN on the basis of genetic susceptibility and, consequently, allow a better, more
personalized treatment. The further identification and validation of the simplest, non-
invasive reliable and valid blood biomarkers for the premature screening of OXAIPN to
reduce the morbidity and impairment in the quality of life of patients with gastrointestinal
cancers associated with chronic OXAIPN might be of particular interest in neuroprotection
trials. In the next future, by combining clinical, neurophysiological, genetic and potentially
serum-based risks, decision-making would be improved to optimize treatment and prevent
potentially serious neurotoxicity. The best noninvasive and easy-to-perform objective
method to early detect and follow OXAIPN progression in the daily clinical practice in the
hospital setting warrants further investigation and validation in larger prospective studies.
J. Pers. Med. 2021, 11, 669 14 of 21
Author Contributions: Conceptualization, R.V. and A.A.A.; methodology, R.V., M.A., M.V. and
A.A.A. writing—original draft preparation, R.V., M.A., M.V. and A.A.A.; writing—review and
editing, R.V. and A.A.A.; supervision, R.V.; project administration, R.V.; funding acquisition, R.V. All
authors have read and agreed to the published version of the manuscript.
Funding: This work was partially supported by a grant from Instituto de Salud Carlos III through
the project PI20/00283 (Co-funded by European Regional Development Fund (ERDF)). We also thank
CERCA Programme/Generalitat de Catalunya for institutional support.
Institutional Review Board Statement: Not applicable.
Informed Consent Statement: Not applicable.
Data Availability Statement: Data sharing not applicable.
Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or
in the decision to publish the results.
Abbreviations
ABCG2 ATP-binding cassette transporter 2
AGXT2 Alanine-Glyoxylate Aminotransferase 2
CCNH Cyclin-H
CCM Corneal confocal microscopy
CIPN Chemotherapy-Induced Peripheral Neuropathy
CRC Colorectal Cancer
CMAP Motor action compound potential
CSA Cross-sectional area
CT Computed Tomography
DRG Dorsal root ganglia
ERCC1 Excision Repair 1, Endonuclease Non-Catalytic Subunit
FARS:2 Phenylalanyl-tRNA synthase 2
FOLFOX Folinic acid, 5-fluorouracil, and oxaliplatin




GWAS Genome wide analysis studies
HRUS High-resolution ultrasound
IENF Intraepidermal nerve fiber
KCCN3 Voltage-gated potassium channels
MRN Magnetic resonance neurography
NCI-CTCAE Common Terminology Criteria for Adverse Events from the National Cancer Institute
NCS Nerve Conduction Studies
NGF Nerve Growth Factor
NfL Neurofilament light chain
OXA Oxaliplatin
OXAIPN Oxaliplatin-induced peripheral neurotoxicity
QST Quantitative Sensory Testing
ROS Reactive oxygen species
SCNA Voltage-gated sodium channels
SNP Single nucleotide polymorphism
SNAP Sensory nerve action potential
XELOX capecitabine and oxaliplatin
XRCC:1 X-ray repair cross-complementing protein 1
J. Pers. Med. 2021, 11, 669 15 of 21
References
1. Conroy, T.; Hammel, P.; Hebbar, M.; Ben Abdelghani, M.; Wei, A.C.; Raoul, J.-L.; Choné, L.; Francois, E.; Artru, P.; Biagi, J.J.; et al.
FOLFIRINOX or Gemcitabine as Adjuvant Therapy for Pancreatic Cancer. N. Engl. J. Med. 2018, 379, 2395–2406. [CrossRef]
[PubMed]
2. André, T.; Boni, C.; Navarro, M.; Tabernero, J.; Hickish, T.; Topham, C.; Bonetti, A.; Clingan, P.; Bridgewater, J.; Rivera, F.; et al.
Improved Overall Survival with Oxaliplatin, Fluorouracil, and Leucovorin As Adjuvant Treatment in Stage II or III Colon Cancer
in the MOSAIC Trial. JCO 2009, 27, 3109–3116. [CrossRef]
3. Velasco, R.; Bruna, J. Oxaliplatin Neurotoxicity. Curr. Colorectal Cancer Rep. 2014, 10, 303–312. [CrossRef]
4. Yamaguchi, K.; Kusaba, H.; Makiyama, A.; Mitsugi, K.; Uchino, K.; Tamura, S.; Shibata, Y.; Esaki, T.; Ito, M.; Takayoshi, K.; et al.
The risk factors for oxaliplatin-induced peripheral sensory neuropathy and thrombocytopenia in advanced gastric cancer. Cancer
Chemother. Pharm. 2018, 82, 625–633. [CrossRef] [PubMed]
5. Beijers, A.J.M.; Mols, F.; Tjan-Heijnen, V.C.G.; Faber, C.G.; van de Poll-Franse, L.V.; Vreugdenhil, G. Peripheral neuropathy in
colorectal cancer survivors: The influence of oxaliplatin administration. Results from the population-based PROFILES registry.
Acta Oncol. 2015, 54, 463–469. [CrossRef]
6. Besora, S.; Santos, C.; Izquierdo, C.; Martinez-Villacampa, M.M.; Bruna, J.; Velasco, R. Rechallenge with oxaliplatin and peripheral
neuropathy in colorectal cancer patients. J. Cancer Res. Clin. Oncol. 2018, 144, 1793–1801. [CrossRef]
7. Argyriou, A.A.; Kalofonou, F.; Litsardopoulos, P.; Anastopoulou, G.G.; Kalofonos, H.P. Oxaliplatin rechallenge in metastatic
colorectal cancer patients with clinically significant oxaliplatin-induced peripheral neurotoxicity. J. Peripher. Nerv. Syst. 2021, 26,
43–48. [CrossRef]
8. Selvy, M.; Pereira, B.; Kerckhove, N.; Gonneau, C.; Feydel, G.; Pétorin, C.; Vimal-Baguet, A.; Melnikov, S.; Kullab, S.; Hebbar,
M.; et al. Long-Term Prevalence of Sensory Chemotherapy-Induced Peripheral Neuropathy for 5 Years after Adjuvant FOLFOX
Chemotherapy to Treat Colorectal Cancer: A Multicenter Cross-Sectional Study. JCM 2020, 9, 2400. [CrossRef] [PubMed]
9. Loprinzi, C.L.; Lacchetti, C.; Bleeker, J.; Cavaletti, G.; Chauhan, C.; Hertz, D.L.; Kelley, M.R.; Lavino, A.; Lustberg, M.B.; Paice,
J.A.; et al. Prevention and Management of Chemotherapy-Induced Peripheral Neuropathy in Survivors of Adult Cancers: ASCO
Guideline Update. JCO 2020, 38, 3325–3348. [CrossRef] [PubMed]
10. Gebremedhn, E.G.; Shortland, P.J.; Mahns, D.A. The incidence of acute oxaliplatin-induced neuropathy and its impact on
treatment in the first cycle: A systematic review. BMC Cancer 2018, 18, 410. [CrossRef]
11. Palugulla, S.; Dkhar, S.; Kayal, S.; Narayan, S. Oxaliplatin-induced peripheral neuropathy in south indian cancer patients: A
prospective study in digestive tract cancer patients. Indian J. Med. Paediatr Oncol. 2017, 38, 502. [CrossRef]
12. Alejandro, L.M.; Behrendt, C.E.; Chen, K.; Openshaw, H.; Shibata, S. Predicting Acute and Persistent Neuropathy Associated
With Oxaliplatin. Am. J. Clin. Oncol. 2013, 36, 331–337. [CrossRef]
13. Hsu, S.; Huang, W.; Lee, S.; Chu, T.; Lin, Y.; Lu, C.; Beaton, R.D.; Jane, S. Incidence, severity, longitudinal trends and predictors of
acute and chronic oxaliplatin-induced peripheral neuropathy in Taiwanese patients with colorectal cancer. Eur. J. Cancer Care
2018, e12976. [CrossRef]
14. Mizrahi, D.; Park, S.B.; Li, T.; Timmins, H.C.; Trinh, T.; Au, K.; Battaglini, E.; Wyld, D.; Henderson, R.D.; Grimison, P.; et al.
Hemoglobin, Body Mass Index, and Age as Risk Factors for Paclitaxel- and Oxaliplatin-Induced Peripheral Neuropathy. JAMA
Netw. Open 2021, 4, e2036695. [CrossRef] [PubMed]
15. Vincenzi, B.; Frezza, A.M.; Schiavon, G.; Spoto, C.; Addeo, R.; Catalano, V.; Graziano, F.; Santini, D.; Tonini, G. Identification of
clinical predictive factors of oxaliplatin-induced chronic peripheral neuropathy in colorectal cancer patients treated with adjuvant
Folfox IV. Support. Care Cancer 2013, 21, 1313–1319. [CrossRef]
16. Raphael, M.J.; Fischer, H.D.; Fung, K.; Austin, P.C.; Anderson, G.M.; Booth, C.M.; Singh, S. Neurotoxicity Outcomes in a
Population-based Cohort of Elderly Patients Treated With Adjuvant Oxaliplatin for Colorectal Cancer. Clin. Colorectal Cancer
2017, 16, 397–404.e1. [CrossRef]
17. Velasco, R.; Bruna, J.; Briani, C.; Argyriou, A.A.; Cavaletti, G.; Alberti, P.; Frigeni, B.; Cacciavillani, M.; Lonardi, S.; Cortinovis, D.;
et al. Early predictors of oxaliplatin-induced cumulative neuropathy in colorectal cancer patients. J. Neurol. Neurosurg. Psychiatry
2014, 85, 392–398. [CrossRef] [PubMed]
18. Pulvers, J.N.; Marx, G. Factors associated with the development and severity of oxaliplatin-induced peripheral neuropathy: A
systematic review. Asia-Pac. J. Clin. Oncol. 2017, 13, 345–355. [CrossRef] [PubMed]
19. Yildirim, N.; Cengiz, M. Predictive clinical factors of chronic peripheral neuropathy induced by oxaliplatin. Support. Care Cancer
2020, 28, 4781–4788. [CrossRef] [PubMed]
20. Attal, N.; Bouhassira, D.; Gautron, M.; Vaillant, J.N.; Mitry, E.; Lepère, C.; Rougier, P.; Guirimand, F. Thermal hyperalgesia as a
marker of oxaliplatin neurotoxicity: A prospective quantified sensory assessment study. Pain 2009, 144, 245–252. [CrossRef]
21. Argyriou, A.A.; Briani, C.; Cavaletti, G.; Bruna, J.; Alberti, P.; Velasco, R.; Lonardi, S.; Cortinovis, D.; Cazzaniga, M.; Campagnolo,
M.; et al. Advanced age and liability to oxaliplatin-induced peripheral neuropathy: Post hoc analysis of a prospective study. Eur.
J. Neurol. 2013, 20, 788–794. [CrossRef]
22. Sugihara, K.; Ohtsu, A.; Shimada, Y.; Mizunuma, N.; Gomi, K.; Lee, P.; Gramont, A.; Rothenberg, M.L.; André, T.; Brienza, S.; et al.
Analysis of neurosensory adverse events induced by FOLFOX 4 treatment in colorectal cancer patients: A comparison between
two A sian studies and four W estern studies. Cancer Med. 2012, 1, 198–206. [CrossRef]
J. Pers. Med. 2021, 11, 669 16 of 21
23. Baek, K.K.; Lee, J.; Park, S.H.; Park, J.O.; Park, Y.S.; Lim, H.Y.; Kang, W.K.; Cho, Y.B.; Yun, S.H.; Kim, H.C.; et al. Oxaliplatin-
Induced Chronic Peripheral Neurotoxicity: A Prospective Analysis in Patients with Colorectal Cancer. Cancer Res. Treat. 2010, 42,
185. [CrossRef]
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